complexes and low C3 concentrations have been shown in the past,'3 but only one other patient has been treated by plasma exchange. This patient also responded.4 These reports suggest that in some patients with autoerythrocyte sensitisation there may be a specific immunological abnormality, but its exact nature and that of the myriad of psychological symptoms remain unexplained.
Tuning-fork tests in diagnosis of serous otitis media
Serous otitis media is the most common cause of hearing loss in childhood and its detection has required a considerable audiometric effort by community health services. The insidious nature of the condition causes great difficulties in diagnosis by general practitioners. The average hearing loss in serous otitis media was found by Brookes' to be 14 7 dB, whereas a loss of 19 dB or more was found by Golabek and Stephens2 to be necessary to produce a negative Rinne test. Our findings suggest that one or both of these figures may be wrong, and in our experience the average hearing loss is greater than 14 7 dB.
Patients, methods, and results
One hundred children aged 2-12 years and admitted for myringotomy were investigated by tuning-fork tests and pure-tone audiometry. Lactic acidosis and Fanconi's syndrome due to degraded tetracycline
The ingestion of degraded or outdated tetracycline is well known to result in the Fanconi syndrome,' but, to our knowledge, lactic acidosis has not been reported in such circumstances. We describe a woman who after ingesting altered tetracycline developed simultaneously lactic acidosis and the Fanconi syndrome.
Case report
A 41-year-old woman took a self-prescribed dose of 4 g tetracycline over 48 hours because of toothache. The tablets had got wet accidentally over a year before, and she had dried them and kept them in a non-hermetic cardboard box. She denied fever, convulsions, alcohol, or ingestion of other drugs. She stopped taking the tetracycline because of vomiting, mild epigastric discomfort, and profound weakness, which lasted for three days, and was then admitted to hospital. On admission blood pressure was 120/80 mm Hg, pulse rate 86/min, and temperature 37 8'C. Kussmaul breathing was noted. She was alert and well orientated and seemed moderately dehydrated. The rest of the physical examination was negative. Packed cell volume was 40%/ and white cell count 9-3 x 109/1 with normal differential.
The table summarises the remaining laboratory findings. In addition, generalised hyperaminoaciduria was shown by ion-exchange chromatography. Hypo-osmolar urine unresponsive to exogenous vasopressin was also noted. There was no clinical or laboratory evidence of hepatic disease.
Large amounts of sodium bicarbonate (1836 mmol (mEq) over three days) and potassium (520 mmol (mEq) over three days) were required to correct the acidosis and maintain a normal serum potassium con zentration. In addition, she was given phosphate supplements to treat hypophosphataemia. Four days after admission serum lactate concentration was still 5-35 mmol/l (48 mg/100 ml). Throughout the treatment serum creatinine concentration was normal and serum uric acid values were below 149 ,umol/l (2-5 mg/100
